Pus and the surgeon are intertwined, such that the training ofthe surgeon inculcates the need to remove pus by operative drainage. Consequently, discussions on the management of intra-abdominal sepsis have a high noise-to-data ratio, with prejudice being prominent and logic having a low profile. It is apposite that the RSM's Sections of Surgery and Radiology should have met to discuss this topic (see report p 528), for there are now two parallel schools of thought, each developing improved techniques for the management of intra-abdominal sepsis, and probably neither playing the key role in the improved outcome that is now possible for such patients.
The interventional radiologist has developed an exciting ability to find pus in the abdomen, either by ultrasound, computed tomography or by using radiolabelled cells. Once found, the abscess can usually be drained provided there is good access without traversing the interstinal lumen; such techniques have a low complication rate (4%), a low rate of inadequate drainage (11%) and a shorter duration of drainage (17 days) than the surgically treated patient'. In contrast there are surgeons striving for more effective surgical drainage, describing their technique as 'aggressive' surgical treatment: for example, intraoperative and postoperative peritoneal lavage, radical peritoneal debridement, relaparotomy leaving the wound open and finally incorporating a zip fastener into a sheet of Marlex mesh, which is sutured to skin or fascia to allow daily re-exploration of the abdomen2. Such techniques are still associated with a mortality of 20-29%/'4. Perhaps the most noteworthy study is that of Warshaw and Jin5, who treated 45 patients with pancreatic abscesses between 1974 and 1983. In the first five years, 10 of 26 patients died, whereas in the second five years there was only one death out of 19 (5%).
There had been no change in their management policy, apart from the more frequent use of computerized tomography which enabled earlier and more accurate identification of the abscess. There had, however, been an improvement in the overall management of these sick patients, and it is probably this aspect of general care which is more important than either the surgical or radiological techniques.
It is well established that a significant collection of pus in the upper abdomen, especially if retroperitoneal, is associated with a near 100% mortality. Thus the pus has to be identified and drained. Commonly these collections are associated with an underlying pathological process such as appendicitis, pancreatitis or diverticulitis, or occur postoperatively. Clinical awareness oftheir possible presence is essential to aid early diagnosis by repeated scanning. Management is related to the primary cause. For appendicitis there can be no real argument that appendicectomy is appropriate, with surgical drainage of the abscess. But the more complex problems engender greater debate, and with pancreatitis occurring more frequently, the pancreatic abscess is presenting a real difficulty in management. Nevertheless, there are principles which guide in these complex problems: as with appendicitis and diverticulitis, so with pancreatitis, removal of the offending part of the organ will invariably aid resolution and avoid reoperation. The difficulty which the surgeon faces is how to avoid reaccumulation ofpus. Hudspeth6 introduced radical debridement of the peritoneal cavity, but Polk and Fry7 failed to show that this technique had any advantage. Washing out the peritoneal cavity is possibly of benefit, but continued lavage has failed to be accepted. Frequent relaparotomy and incorporating a zip fastener into a sheet of Marlex with daily re-explorations probably rank as surgical fantasia which most of us in the civilian sphere, where we are not dealing with foreign bodies or trauma, would prefer to avoid. Relaparotomy, apart from those procedures undertaken for bleeding, for intestinal obstruction or for the now very rare wound dehiscence, carry an unacceptable mortality varying from 50% for patients under 50 to 89% for patients over 50 years. Laparotomy for localized infection has a much lower but still significant mortality, compared to generalized infection'.
The experience quoted in the symposium of the management of intra-abdominal sepsis by percutaneous techniques suggests that these mortalities can be significantly reduced by early diagnosis with repeated ultrasound and/or CT scanning, and then drainage of the abscess percutaneously. At the Middlesex Hospital between 1981 and 1985, 78 collections were found in 186 patients referred for possible postoperative intra-abdominal sepsis; 54 were found to be infected of which 19 resolved after aspiration, and 25 were drained percutaneously with success and without mortality, whereas of the 10 patients who had formal surgical drainage, 4 patients died.
Frequent reoperation must be avoided in the management of patients with complicated intraabdominal sepsis. A single operation, properly and carefully executed by an experienced surgeon, with excision where appropriate of the prime cause of the sepsis, is required. The abdomen should be closed and techniques such as the use of gauze packs or mesh should be avoided. Instead of frequent re-exploration in the intensive care unit, daily ultrasound by the bedside can be performed, supplemented by CT scanning when indicated and the appropriate use of percutaneous drainage when collections of pus appear, as they inevitably will in some patients. The efficacy of such a regimen will always be open to debate, because these patients are so variable in their presentation and inevitably there will be times when inadequate drainage of an abscess percutaneously will necessitate further laparotomy. However, by careful audit of these patients, with analysis ofthe sequences leading to decisions and thus surgical events, it should be possible to determine the preferred management in particular patients. R C G Russell Consultant Surgeon The Middlesex Hospital, London Abdominal pain may be classified as organic, functional or factitious. The expression 'functional pain' is sometimes used inappropriately by doctors to imply that the pain does not really exist or is 'in the patient's mind'. Pain which is invented is classified as factitious and is a characteristic of the very rare Munchausen's syndrome'.
Functional pain can be just as severe and disabling as organic pain, and often more so. Perhaps this is best appreciated when hearing women describe their attacks of functional pain as being of even greater severity than those of childbirth. Allbutt, in his 'Gulstonian lectures on neuroses of the viscera'2-4, clearly recognized the severity of functional abdominal pain: 'Enteralgia is, perhaps, the most racking torture contained in the curse of mankind; so bitter, so searching is the agony, that more than one sufferer has said to me, calmly regarding his bygone pains, that surely the sting of death had been more welcome'4. The term 'functional abdominal pain' includes most patients with the irritable bowel syndrome. Pain may originate from any site within the gastrointestinal tract including the biliary tree.
In about 5% ofpatients with functional abdominal pain, their symptom is refractory to all standard therapy and causes a major disturbance of their life. The majority of these patients are middle-aged women with vast case notes and X-ray folders, usually from several hospitals, with one or more abdominal scars -testimony to the efforts of clinicians to find an organic cause for their symptoms.
The management of such patients is often extremely frustrating to the doctor who is much happier dealing with patients whose symptoms are responsive to therapy. The single most important aspect ofmanagement is to recognize these patients and to resist the temptation to undertake extensive and repeated investigations.
Allbutt2 recognized that 'martyrs to dyspepsia' were commonly women and wrote on the uterus and its appendages: 'How intimately this organ, or this system, is associated with the nervous system, is well known, but, unfortunately, the weight of our knowledge all leans one way-it leans to a curious and busy search for every local ill which may arise in the female pelvis, while blind oblivion scatters the poppy over every outer evil, which in its turn might hurt the uterusnay, more, a resolute prejudice would deny that, in the woman, any distress can arise which owes not its origin to these mischievous parts.' On the difficulty faced by the gynaecologist in assessing pain in such women, he wrote:
'What right have we to say that a man writhing in the pangs of a toothache is a great sufferer, while, in the same breath, we hint that a woman complaining of a pain in the abdomen is hysterical. The pain is equally invisible, equally unmeasured in the two cases, and the degree of credit to be given to the complaints is to be gauged by other probabilities.
A neuralgic woman seems thus to be peculiarly unfortunate. However bitter and repeated may be her visceral neuralgias, she is either told she is hysterical, or that it is all uterus. In the first case, she is comparatively fortunate, for she is only slighted; in the second case, she is entangled in the net of the gynaecologist, who finds her uterus, like her nose, is a little on one side; or again, like that organ, is running a little, or it is as flabby as her biceps, so that the unhappy viscus is impaled upon a stem, or perched upon a prop, or is painted with carbolic acid every week in the year, except during the long vacation when the gynaecologist is grouse-shooting, or salmon-catching, or leading the fashion in the Upper Engadine. Her mind thus fastened to a more or less nasty mystery, becomes newly apprehensive and physically introspective, and the morbid chains are rivetted more strongly than ever. Arraign the uterus, and you fix in the woman the arrow of hypochondria, it may be for life.' Allbutt also recognized the coexistence of the irritable uterus with an irritable bowel: 'Irritable uterus is a genuine malady, in spite of the denial given to it in high places. It corresponds to the hyperaesthesia of the stomach which is found in the same diathesis ... to try to cure such a malady by local means is as wise as to try to cure a syphilis by antiseptic dressing of its ulcers.' In his second Gulstonian lecture3, Allbutt noted that such patients are also prone to other problems such as migraine and backache: 'This state ofstomach much resembles that ofthe uterus in the irritable uterus of Gooch, and of the spine in the irritable spine ofTeale and the Griffins'.
Sir Robert Hutchison' wrote about the surgeon's difficulties: 'It will be observed that the road to chronic abdominalism is paved with operations. The usual sequence seems to be this: the patient begins by complaining of pain or discomfort in the right iliac fossa, for the relief of which the appendix is removed. For a few months she is better. (It is characteristic ofthe disease that almost any new treatment, and especially any operation, produces benefit for a time). Soon, however, her symptoms return. This is put down to "adhesions", and another operation is performed to remedy these, with the same result as the first. Warming to his work, the surgeon 0141-0768/87/ 080472-02/$02.00/0 @ 1987 The Royal Society of Medicine
